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SUMMARY

On December 14, 2001, a 68-year-old male
volunteer firefighter responded toacal of achimney
fire. Thevictim responded from hishomein his
personal vehicletothe nearest fire station. Asone
of thefire department’sdrivers, hebegantodrive
the 2,200-gallon tanker to the fire scene. At
approximately 1457 hours, lessthan 1 milefromthe
firegtation, thetanker | ft theroadway and did down
a100-foot embankment, hitting several treesalong
the way. Emergency medical technicians and
paramedicsreached thevictim several minutes|ater,
finding thevictim unresponsive. Initial assessment
foundthevictiminthedriver’sseat, lap belt buckled,
with some head trauma (lacerationsto hisforehead
and the bridge of his nose) but no chest trauma.
Some reports were conflicting as to whether the
victiminitialy had aperiphera pulse, but thisquickly
degenerated into no pulse and no respirations.
Despite cardiopulmonary resuscitation (CPR) and
advanced lifesupport (AL S) performed at the scene,
intheflight-for-life helicopter, and at the hospital
emergency department, thefirefighter died. Based
onthefirefighter’sclinical history and the post-
mortem examination, hisdeeth certificate, completed
by the Chief Deputy County Coroner, listed heart
failure as the immediate cause of death due to
arteriosclerotic heart disease.

The following recommendations address some
generd hedth and safety issuesidentified duringthis
investigation. Thislistincludessome preventive
measures that have been recommended by other
agencies to reduce the risk of on-the-job heart
attacks, sudden cardiac arrest, and sudden cardiac
death among fire fighters. While some of these
strategiescould beused at thisFire Department, itis
unlikely any of thesemeasurescould have prevented

this victim’s untimely death. These selected
recommendations have not been evaluated by
NIOSH, but represent published research, consensus
votesof technical committees of the National Fire
Protection Association (NFPA), or fireservicelabor/
management groups.

* The medical decision regarding when, or
if, to return to duty a member with medical
conditions should be made by the physician
providing occupational health services for
the fire department.

* Expand the annual medical evaluation
program currently required for “Active
Retired Members’ to include all members
of the fire department. The frequency and
content of this evaluation should be
consistent with the National Fire Protection
Association (NFPA) Standard 1582,
Sandard on Medical Requirementsfor Fire
Fighters and Information for Fire
Department Physicians.

The Fire Fighter Fatality Investigation and Prevention
Program is conducted by the National Institute for
Occupational Safety and Health (NIOSH). The purpose of
the program isto determine factorsthat cause or contributeto
firefighter deaths suffered intheline of duty. Identification of
causal and contributing factors enable researchers and safety
specialiststo develop strategies for preventing future similar
incidents. The program does not seek to determine fault or
placeblame on firedepartmentsor individual firefighters. To
request additional copies of this report (specify the case
number shown inthe shield above), other fatality investigation
reports, or further information, visit the Program Website at
www.cdc.gov/niosh/firehome.html
or call toll free 1-800-35-N1OSH
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* Members who perform active fire
suppression should have medical clearance
to wear a respirator. This clearance
procedure can be incorporated into the
annual medical evaluation.

* Phase in a mandatory wellness/fitness
program for fire fighters to reduce risk
factors for cardiovascular disease and
improve cardiovascular capacity.

INTRODUCTION & METHODS

On December 14, 2001, a 68-year-old male fire
fighter gpparently become unconsciouswhiledriving
atanker to areported chimney fire. Thedriver lost
control of thevehicle, which did down a100-foot
embankment. Despite CPR and AL S procedures,
thevictimdied. A few daysafter thedeath, theFire
Chief of the Department notified NIOSH of thedeeth.
On March 4, 2002, NIOSH personnel traveled to
Colorado to conduct an on-siteinvestigation of the
incident.

NIOSH personndl interviewed

* TheFireChief

» Firefightersresponding totheorigina chimney
fireincident

» Firefighterswho responded to the subsequent
motor vehicleincident involving thedeceasedfire
fighter

* TheFireDepartment (FD) mechanic

* Thedeceasedfirefighter’'sspouse

*  Thephyscianwho conductsmedica evauations
fortheFD

Documentsreviewedincluded

* FD’s*Cdl Incident Report” for the chimney
fire

* FD’s"Cdl Incident Report” for themotor vehicle
incident (M V1) involving thedeceased firefighter

» TheAir Ambulancetransport records

*  TheEmergency Department’ srecordsrelating
tothisevent

* The Colorado State Patrol post-accident
inspection report

* The deceased fire fighter’s personnel folder
maintained at the FD

» FDtrainingrecordsfor thedeceased firefighter

» VariousFD policiesand operating guidelines

* Medical records of the deceased fire fighter
maintained by hisspouse

» Thedesth certificate

* Theautopsy report

INVESTIGATIVERESULTS

Incident. On December 14, 2001, the affected fire
fighter responded to achimney firecall received at
1445 hours. Hedrove hispersonal vehicletothe
nearest fire station (#4), climbed into the cab of
Tanker #464, and reported in-service at 1456 hours.
Approximately Y2milefromfire station #4, while
traveling south on atwo-lane paved highway under
heavy construction to four lanes, Tanker #464 ran
off theright side of theroad. Thetanker collided
with several trees while sliding down a 100-foot
embankment and rolled aquarter of aturn before
comingtorestonitsleft Sde. That sectionof highway
was relatively flat, the road was dry, the air
temperature was 44 degrees Fahrenheit, and the
weather was clear. According to the transport
records, witnessesin carswho saw thetanker leave
the highway reported that the vehicledid not appear
out of control until it left theroadway, and they did
not seeany tanker brakelights.

Thecall reporting the motor vehicleincident was
received at 1501 hours. Some of theunitsenroute
to the first incident redirected to respond to the
second call. Theseunits, staffed by firefighterswho
wered 0 certified asemergency medicd technicians
(EMTs) and/or paramedics, arrived on the scene at
1502 hours. TheEMTswhofirg reachedthevictim
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found him unrespongve, with someconflicting reports
whether thevictiminitially had aperiphera pulse,
but this quickly degenerated into no pulse and no
respirations. He had lacerations to hisforehead
andthe bridge of hisnose, no chest trauma, and was
still buckled into hisseat belt. At 1504 hoursacall
wasmadefor theflight-for-life helicopter, and CPR
wasinitiated.

AsCPRwasbeing delivered, attemptswere made
to extract thevictim from thetanker cab. Thiswas
difficult because the apparatuswaslying onitsleft
gdeinhilly terrain. After theupper hdf of thedriver's
door frame (thewindow frame) was cut away, the
victimwasextracted at 1512 hours. Oncethevictim
wasextracted from the cab, hewasintubated, placed
on along spine board stretcher, and brought to the
top of theembankment. A heart monitor wasplace
onthevictimwhichreveded ventricular fibrillation, a
heart rhythmthat cannot sustainlife. A singleshock
of 200jouleswasdelivered, resulting in asystole (no
heart rhythm). CPR continued whileintravenous
accesswas secured and medi cations cons stent with
AL S protocolswere administered.

At 1524 hourstheflight-for-life helicopter landed.
Paramedicsaffiliated with that unit reassessed the
victim, found himto beunresponsivein asystole, and
continued CPR and AL S procedures. They departed
withthevictimat 1545 hours. Upon arrival inthe
hospital emergency department at 1556 hours, the
victimwasreassessed and CPR and AL Sprocedures
werecontinued. Becauseof thepotentid for trauma
rel ated to motor vehicleincident, bilateral chest tubes
wereplaced which established thevictimdid not have
a pneumothorax (air in the chest cavity) or a
hemothorax (blood in the chest cavity). At 1610
hours, approximately 70 minutes after becoming
unconscious, the victim was pronounced dead, and
CPR and AL Swerediscontinued.

Chimney Fire—Colorado

Medical Findings. Pertinent findings from the
autopsy report, completed by the County’sforensic
pathologist, arelisted below:
Cardiomegaly [an enlarged heart]
Old hedled myocardial infarct [heart attack]
involving theinterventricular septum and the
anterior wall left ventricle[left sde of the heart]
Atherosclerotic coronary artery disease, severe
Post stent replacement coronary arteries
Atherosclerotic degeneration abdomina portion
of theaorta
Small old infarct right cerebral hemisphere
[stroke], internd capsule, brain
No evidencefor any of thefollowing: epidural,
subdural, or subarachnoid [skull] hemorrhage,
recent stroke, pulmonary embolus.
In addition, thevictim’sblood screenfor illicit
drug useor acohol was negative.

TheMedical Examiner concludedthat“. . . thecause
of death is due to heart failure secondary to
arteriosclerotic heart disease. Theautopsy reveded
no evidence of any seriousinternal injuriesto the

Thedegth certificate, completed by the Chief Deputy
County Coroner, recorded “heart failure” asthe
immediate cause of death and “ arteriosclerotic heart
disease” astheunderlying cause. Other conditions
listed as contributing to the death but not related to
the causeincluded “ cardiomegaly, arteriosclerotic
coronary artery disease-severe, old myocardial
infarction.”

Thedeceasedfirefighter wasaformer commercia
airline pilot. Hisrisk factorsfor coronary artery
disease (CAD) included male gender, age greater
than 45 years, and high blood pressure (well
controlled with anti-hypertensive medication). In
1997 he underwent a cardiac catherization which
found significant CAD (100% blockage of hisfirst
diagona artery and 70% blockagesof hisleft anterior
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descending artery proximal and distal to the
diagona.) Atthat time, hisleft ventricular gection
fraction (LVEF), ameasure of hisheart’spumping
function, was65% (normal). Theselesionsdid not
receive Percutaneous Transluminal Coronarv
Angioplasty (PTCA) at thistime, but rather 2 weeks
later, at whichtimehisLVEF had dropped to 47%.
According to thewidow, thisdropin LV EF wasdue
toaheart attack (myocardid infarction, [MI]) during
his cardiac catheterization, which is supported by
theautopsy findingsof anold, healed MI. Over the
next 4 yearsthevictim had annua stresstests. Over
this same time period, the victim had four more
cardiac catherizations, withtwo PCTA involving stent
placementsin the obtuse margina artery (for a70-
80% lesion) and the posterior descending artery (for
a60-90% lesion). Hismost recent stresstest using
the drug persantine was conducted in April 2001
showing persstentischemiaintheinferior portion of
hisheart and anischemia-related arrhythmia (left
bundlebranchblock). Hismost recent catheterization
wasin June 2001, which showed no coronary artery
lesion amenableto PCTA and aLV EF of 29%.

Despitehisold heart attack and significant congestive
heart failure (CHF) (as demonstrated by his low
LVEF), thevictim never complaned of angina(heart
pain) or of symptoms of congestive heart failure
(shortnessof breath upon exertion or ankleswelling).
InMarch 2000, hiscardiologist cleared thevictimto
drivethe FD apparatusaslong ashedid “no heavy
lifting or straining—nothing greater than 20 pounds.”
In November, 2000, the FD’s contract physician
cleared thevictimfor hiscommercid driverslicense
(CDL), arequirement to operate FD gpparatus. This
certification wasfor atwo year period, expiring on
November 21, 2002. No statement regarding CDL
clearancewas made after hisApril 2001 stresstest
or hisJune 2001 cardiac catheterization by ether his
private physician or the FD contract physician.

Thevictim’ sgpouserdated hehad been feding much
better over the 6 monthsbefore hisdeath, probably
duetoachangeinhisheart medications. Theday of
thefatal incident, thevictimwasat home. He had
not doneany strenuousactivity that morning and had
not responded to any emergency cdlsintheprevious
24 hours. At thetime of hisdeath, he wastaking
medications to control his blood pressure and
congestiveheart failure.

DESCRIPTIONOF THE FIRE
DEPARTMENT

TheFire Department consistsof 69 firefighters: 9
paid and 62 volunteer. It servesasmall city and
surrounding rurd areawith atota popul ation of about
15,000 residentsin ageographic areaof 98 square
miles. Therearefour fire stations. 1n 2000, the
Department responded to 1,044 calls, themgjority
related to emergency medical services.

Applicants, Members, Retired Members, and
Training. To qualify for aninterview with the FD
Recruitment Committee, an gpplicant must beat least
18yearsold, haveavalid Colorado driver’slicense,
have agood driving record over the past 3 years,
and passabackground check. Afterinitial acceptance
by the Recruitment Committee, the candidate must
pass a medical evaluation (discussed below)
conducted by the FD’ scontract physician, and adrug
screen. After passing themedica evauationand drug
test, the gpplicant becomes a probationary member.
The probationary period lasts between 12 and 24
months depending on how quickly thefollowing
requirementsare completed:

* Rookietraining program

» FireFighter| certification

» CPRcad

* Wildland Firefighter Basic course

* First Responder or EMT course

* Respondtoat least 10% of the FD toned calls
» Attendat least 10 of the FD businessmeetings
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* FDtraining requirementsfor infectiousdisease
control (annual tuberculosis skin tests, the
hepatitis B vaccination series, and thediphtheria/
pertuss stetanus vaccine booster), driver safety,
and hazardous materias

* A physica ability test, added in 2002 for paid
andvolunteer firefighters

At theend of thisprobationary period, provided al
the above requirements are met, the candidate will
be considered for placement asan active member of
theFD.

The Stateof Colorado administersapengon program
for volunteer fire fighters who have served their
communitiesforaminimumof 10years. Frefighters
inthis FD who qualify for thispension yet remain
active members of the FD are termed, “active
retirees’ or “retired members.” Thedeceasedfire
fighter had beenavolunteer firefighter at thisFD for
32 yearsand an activeretireesince 1987. 1n 2001,
he had completed over 68 hoursof training, including
8 hoursof vehicle operation, equipment inventory,
and defensive and emergency driving. He was
certifiedin CPR and wascertified asafirst responder.
As a retired member, he was not allowed to
participatein“strenuousduties,” and, asmentioned
previoudy, hisprivate physician placed himonlifting
restrictions: no heavy lifting or straining—nothing
greater than 20 pounds. Asaresult, the deceased
firefighter’sprimary dutiesconsisted of driving and
operating the FD vehicles, assisting with traffic
control, assisting with rehab, and being one of the
FD drivingingtructors.

Preplacement Evaluations All gpplicantstotheFire
Department, both paid and volunteer, must passa
FD preplacement medicd evauation. Theevauation
isperformed by acontract physician from anearby
clinic. Thecomponentsof theeva uationarethesame
asrequired for acommercial driver’slicensefrom
the Colorado Department of Transportation (DOT).!

Chimney Fire—Colorado

Theclinic makesadetermination regarding medical
clearancefor firefighting dutiesand forwardsthis
decisontotheFire Department.

Periodic Evaluations. Only active retirees are
requiredto haveperiodic medica evauaions. These
are conducted annually by either their personal
physician or the FD contract physician. If the
evaluation is done by the contract physician, the
components are the same as the preplacement
evaluation, with the decision regarding medical
clearanceforwarded tothe FD. Thedeceased fire
fighter waslast cleared by the contract physician 13
months (November 2000) beforethisfatal incident.

A paid or volunteer firefighter who isinjured or
becomesill, whether work-related or not, must be
cleared toreturn to work asafirefighter by hisor
her personal physician or the contract physician.
Exerciseequipment isavailablefor useduring work
hours, but the Department doesnot haveamandatory
exercise/fitness program or other health promotion
programs.

DISCUSSION

In the United States, coronary artery disease
(atherosclerosis) isthemost common risk factor for
cardiac arrest and sudden cardiac death.? Risk
factorsfor itsdevel opment includeincreasing age,
male gender, heredity, tobacco smoke, high blood
cholesteral, high blood pressure, physical inactivity,
obesity and overweight, and diabetes.® The
deceased firefighter had three of theserisk factors
(increasing age, malegender, and hypertenson) and
wasfoundto have CAD in 1997.

Congestive heart failure (CHF), listed onthe death
catificateas" heartfailure” istheinability of theheart
to pump blood normally at asufficient rateto meet
the body’ sneeds.*> CHF can result from anumber
of underlying conditions, including CAD, MI,
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hypertension, heart vave abnormalities, and various
typesof cardiomyopathies.® Giventhesuddendrop
inthe deceased firefighter’sLV EF back in 1997,
his CHF was most likely dueto CAD and an Ml
(ischemic cardiomyopathy) than his history of
hypertension (hypertensive cardiomyopathy).

Shortness of breath is the most common initial
presentation of CHF.> Since there are multiple
mechanisms by which the body can adapt, or
compensate, for impaired cardiac function, CHF can
be present without any symptomsor interferencewith
ordinary activity. Giventhat thedeceasedfirefighter
probably limited hisactivitiesto match hiscardiac
function, it should not be surprising that he was
asymptométic.

Theautopsy did not identify significant head or chest
trauma, suggesting thiswasnot atraumaticinjury
death. Inaddition, the autopsy failed to find any
obvioustriggersfor sudden death such asaheart
attack (thrombus in his coronary artery) or a
pulmonary embolus (thrombusin hislungs).
However, the victim did have a number of heart
conditions, putting him at risk for sudden cardiac
death (arrhythmias). Theseincludecoronary artery
disease, cardiomegaly, and CHF.2 Therefore, itis
possiblethat responding to theemergency darmin
some way triggered an arrhythmia, which was
responsi blefor hissudden cardiac desth.

Firefighting iswidely acknowledged to be one of
themost physically demanding and hazardousof dl
civilian occupations.® Firefighting activitiesare
strenuousand often requirefirefighterstowork at
near maximal heart rates for long periods. The
increasein heart rate has been shown to beginwith
responding to theinitial alarm and persist through
the course of fire suppression activities.”
Epidemiologic studies have found that physical
exertionsometimesimmediately precedesandtriggers
the onset of acute heart attacks.’®** Prior to his

sudden desth, the victim had responded in hisPOV
from hishometo thefire station and began driving
thetanker to theemergency call. Thisisconsidered
a“light” physica exertion requiring between about 3
or 4 metabolic equivalents(METS).141°

Thefire department requires preplacement medical
evaluationsfor al applicants. The content of this
evauationisthe sameasrequired by the Colorado
DOT to obtain a Commercial Driver's License
(CDL).* Giventhedifferent job requirementsfor
firefightersand driving acommercial vehicle, and
sincethefire service hasdevel oped guidelinesfor
the preplacement eval uations, we suggest the FD
congder following thefirefighter guidelinesknown
as NFPA 1582, Standard on Medical
Requirements for Fire Fighters and Information
for Fire Department Physicians.” A copy of this
standard has been provided to the FD.

In addition to preplacement medical evaluations,
NFPA 1582 recommendsabrief medical evauation
annudly andamoreextensiveevauation periodicaly
according totheage of thefirefighter (lessthan 30:
every 3years, 30-39: every 2 years, over 40 years.
every year). Thisincludesan exercise stresstest
(EST) for firefightersover the age of 35 with risk
factorsfor CAD andfor dl firefightersover age40.
TheDOT aso recommendsEST for driversover
the age of 45 with morethantwo CAD risk factors
toreceivemedica certificationfor their CDL.*® The
deceased firefighter had two conditionsfor which
the DOT recommends annual EST to stage 11 of
the Bruce protocol: post-PTCA or a heart attack
(M1) after the age of 55.'® Despite the fact that
municipal fire departmentsare exempt from DOT
regulations, thisregulation and medical advisory
criteria had relevance because the deceased fire
fighter wasadriver/operator for the Fire Department.
In fact, the deceased fire fighter’s cardiologist
conducted annual stresstestswith the most recent
one showing persantine-induced ischemiaand an
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arhythmia. Unfortunately, acardiac catheterization
conducted 2 months after the stresstest and just 6
months before hisdeath did not show any treatable
(PCTA) lesionsin hiscoronary arteries. Therefore,
it is unlikely any further medical evaluation or
treatment could have prevented hisuntimely death.

Currently the FD redtricts* activeretirees’ fromactive
firesuppression. Whilethisplan has advantages,
the FD should consider restricting any firefighters
withmedica disqudifying conditionsfromactivefire
suppression. Again, NFPA 1582 providesguidance
onmedical requirementsfor personsperformingfire
fighting tasks.'” Both NFPA 1582 and the DOT
CDL medical advisory criteriaconsider apositive
stress test for ischemia and arrhythmias as
disqudifying.t18

RECOMMENDATIONS

Thefollowing recommendationsaddresshedlth and
safety issuesidentified during thisinvestigation. This
ligtindudessome preventivemeasuresthat havebeen
recommended by other agenciesto reducetherisk
of on-the-job cardiac arrest among fire fighters.
While some of these strategies could be utilized at
this Fire Department, it is unlikely any of these
measurescould have prevented thisvictim'suntimely
death. These selected recommendations have not
been evaluated by NIOSH, but they represent
published research or consensusvotesof Technica
Committees of the National Fire Protection
Asociation or fireservicelaboor/management groups.

Recommendation #1: The medical decision
regardinganill or injuredfirefighter returning
to duty should be made by the physician
providing occupational health services for the
Fire Department.

Thedecisionregarding medical clearancefor fire
fighters requires knowledge not only of the fire

Chimney Fire—Colorado

fighter’smedicd conditionbut aso of thefirefighter’s
job dutiesand NFPA 1582 medicdl fitnesscriteria.
Sincethe deceased firefighter wasaFD driver, usng
theDOT CDL medicd evauationaso hasrelevance.
As part of the return-to-duty evaluation, the fire
department physician (in this case, the contract
medicineclinic) should review relevant recordsfrom
thefirefighter’s personal physiciansand/or discuss
withthem clearanceissuesonanannud basis. Based
on theApril 2001 stress test, according to NFPA
1582 andthe DOT CDL medical advisory criteria,
the deceased firefighter should have beenrestricted
fromdriving the FD apparatus.'’!8

Recommendation #2: Expand the annual
medical evaluation program currently required
for “Active Retired Members’ to include all
membersof thefiredepartment. Thefrequency
and content of this evaluation should be
consistent with the National Fire Protection
Association (NFPA) Sandard 1582, Standard
on Medical Requirementsfor FireFightersand
Information for Fire Department Physicians.

The purpose of periodic medical evaluationsisto
ensurethat firefightershavethe ability to perform
dutieswithout presenting asgnificant risk tothesafety
and health of themselves or others. Guidance
regarding the content and scheduling of periodic
medica examinationsfor firefighterscanbefoundin
NFPA 1582." Inadditionto providing guidanceon
thefrequency and content of themedica evauation,
NFPA 1582 provides guidance on medical
requirementsfor persons performing firefighting
tasks.

Applying NFPA 1582 involveslegal and economic
issues, soit should becarried out inaconfidential,
nondiscriminatory manner. Appendix D of NFPA
1582 provides guidance for fire department
administrators regarding legal considerationsin
applying the standard. The economic concernsgo
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beyond the costs of administering the medical
program; they involvethe personal and economic
costsof dealing withthemedical eva uation results.

NFPA 1500, S tandard on Fire Department

clearance to wear arespirator. Thisclearance
procedure can beincorporated into the annual
medical evaluation.

Occupational S afety and Health Program Thedecisionregarding medical clearancefor fire

addressestheseissuesin Chapter 8-7.1and 8-7.2.%°
Thesuccessof medica programshingeson protecting
the affected firefighter. The department must (1)
keep themedical recordsconfidential, (2) provide
dternateduty postionsfor firefightersinrehabilitation
programs, and (3) if thefirefighter isnot medicaly
qudifiedtoreturntoactivefirefightingduties, provide
permanent alternate duty positions or other
supportive and/or compensated alternatives.
Unfortunately, the second and third requirementsmay
not beworkableinavolunteer department and could
thusimpair both acceptance by firefightersand the
firedepartment’sability toretainfirefighters.

Applying thisrecommendation invol veseconomic
repercussionsand may be particularly difficult for
smdl, rurd, volunteer firedepartmentstoimplement.
|dedlly, the periodic eval uationswould be provided
by the occupationa medicineclinicthat providesthe
preplacement evduations. Certainly, thiscould easily
apply to the addition of thelimited annual physical
examination. The more extensive periodic
evaluations could be performed by a personal
physician or the contract occupationa medicineclinic
at thefirefighter’sexpense, provided by aphysician
volunteer, or paid for by thefiredepartment. Inany
case, themedica clearance decision should bemade
by aphysician knowledgeable about the physical
demandsof firefighting and the personal protective
equipment used by firefighters. Sharingthefinancia
responsibility for these evaluations between
volunteers, thefiredepartment and willing physician
volunteersshould reducethe negativefinancid impact
onrecruiting and retai ning needed volunteers.

Recommendation #3: Members who perform
active fire suppression should have medical

fighters requires knowledge not only of the fire
fighter’smedicd conditionbut aso of thefirefighter’s
jobduties. Likewise, thedecisonregarding medica
clearancefor respirator use requiresknowledge of
therespiratory protection devicesused by firefighters
and the conditionsunder whichthey areused. Since
the medical clearancesfor fire fighting duty and
respirator use require much the same health
information, it makes senseto coordinate scheduling
to obtain both of these clearance decisonsfromthe
samemedica evauation.

TheOccupationd Safety and HealthAdministration
(OSHA) respiratory protection standard® requires
employers whose employees are required to use
respiratorsto haveaformal respiratory protection
program, including periodic medical evaluations.
Since Col orado does not have an OSHA -approved
Stateplan, publicemployers, including volunteer fire
departments, are not legally subject to OSHA
standards.?* Neverthel ess, werecommend that the
FireDepartment voluntarily adheretothehedth- and
safety-related provisions of the OSHA standard,
including periodicmedica evauations.

The medical evaluation for respirator use should
involvecons derationsbeyond respiratory symptoms
and pulmonary functiontesting (PFT).?2* Although
pulmonary status needsto be considered, cardiac
health is a more important factor in determining
whether afirefighter ismedically fit touse SCBA
withturnout gear. Theprimary physiologica burdens
aretheadded weight of theair bottleand other turnout
gear and the heat load resulting from the fire,
exertion, and turnout clothing. Thus, themedical
evauationfor respirator clearance dependsmoreon
themedica history and physica examinationthanon
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PFT. PFT may beuseful for evaluating respiratory
symptomsor physical examinationfindings, butitis
otherwise not needed routinely for a respirator
clearance evaluation. Many workers, however,
including firefighters, have periodic PFT for other
reasons, and the results should obviously not be
ignored. NFPA 1582 doesnot require PFT as part
of thelimited annua medica evauation.”

Recommendation #4: Phase in a mandatory
wellness/fitness program for fire fighters to
reduce risk factors for cardiovascular disease
and improve cardiovascular capacity.

Chimney Fire—Colorado
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Occupational S afety and Health Program
requires awellness program that provides health
promotion activitiesfor preventing health problems
andenhancing overdl well-being.”® Thelnternationa

Association of Fire Fighters (IAFF) and the
Internationa Associaion of FireChiefs(IAFC) joined
in a comprehensive Fire Service Joint Labor

Management WelIness/FitnessInitiativetoimprove
firefighter quality of lifeand maintain physical and
mental capabilities of fire fighters. Ten fire
departmentsacrosstheUnited Statesjoined thiseffort
to pool information about their physical fithess
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